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BRIEF COMMUNICATIONS: CLINICALInflammatory pseudotumors (IPTs) are uncommon masses
in the lung parenchyma, pleura, or bronchi, and they repre-
sent less than 1% of all tumors in the lungs and airways.1
The reported intratracheal IPTs to date are fewer than 15
cases, and all were benign. These tumors aremost commonly
found in the lung and orbit. These lesions are rare, but they
are the most common primary lung neoplasms in the pediat-
ric population. The majority of these pseudotumors are
located in the lung parenchyma, but 5% to 16% are endo-
bronchial.2 Although these lesions commonly have benign
characteristics, distant metastasis and sarcomatous transfor-
mation have been rarely reported.3-6 We found no reported
case of malignant IPT of the trachea in the published English
literature and this is the first report of tracheal IPT.
CLINICAL SUMMARY
In November 2006, a 13-year-old boy was referred to our
hospital with dyspnea and diffuse wheezing of more than 19
months’ duration. The symptoms had started after aspiration
of stomach contents following difficulty in respiration and
decreased consciousness in June 2005. Three months later,
he was brought to the emergency department with severe
dyspnea, which led to respiratory failure and admission to
the intensive care unit. One week later, his condition was sta-
ble. On the basis of clinical manifestations and a restrictive
pattern of spirometry (forced vital capacity (FVC) ¼
85.8%, forced expiratory volume in 1 second (FEV1) ¼
48.4%, and FEV1/FVC ¼ 47%), a diagnosis of severe
asthmawasmade and treatment was started with beta agonists
and corticosteroids. Despite use of full-dose inhalations for 13
months, not only did the patient’s symptoms fail to improve,
but also cough was added to the picture. Gradually, deteriora-
tion of the patient’s signs and symptoms led to further evalu-
ations. In October 2006, a chest radiograph showed left lung
atelectasis. A postcontrast computed tomographic scan of the
chest demonstrated a soft tissue mass of 3 3 2.5 3 2 cm
within the trachea, 2 cm above the carina, which had created
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was hospitalized and laboratory tests on admission were as
follows: white blood cell count, 5420/mL; red blood cell
count, 4.52 million/mL; hemoglobin, 13.7 g/dL; hematocrit,
38.3%; mean cell volume, 84.7 fl; mean corpuscular hemo-
globin, 30.33 pg/red cell; platelet count, 278,000/mL; blood
urea nitrogen, 12 mg/dL; creatine, 0.7 mg/dL; sodium, 136
mEq/mL; and potassium, 3.7 mEq/mL.
During examination with a rigid bronchoscope, a round,
smooth, pink pedunculated mass adhering to the left tracheal
wall, 2 cm above the carina, was seen. The tumor was totally
removed with forceps, and the mucosa of the insert point of
the tumor pedicle in the bronchus was electrocoagulated
without any bleeding complication. Pathologic examination
of the mass revealed a loose stroma with chronic infiltration
of histiocytic lymphoplasma cells, vascular proliferation, fi-
brosis, hyalinization, partial myxoid changes, and marginal
cogwheel nuclei (Figure 2, A). In immunohistochemical
(IHC) studies, spindle cells were positive for vimentin; back-
ground lymphocytes stained by leukocyte common antigen
but they were negative for actin, desmin, and S100. There-
fore, diagnosis of IPT was made on the basis of histopatho-
logic features of the tumor.
Five months later, he returned with cough and dyspnea
without weight loss or hemoptysis. Chest radiographs as
well as chest computed tomographic scan demonstrated in-
volvement of the distal part of the trachea whereas the prox-
imal part of the left main bronchus was intact. Moreover,
a round extratracheal soft tissue mass located in close prox-
imity to the posterior tracheal wall was seen (Figure 1, B).
The patient was hospitalized and the second tracheobroncho-
scopy with a rigid endoscope was performed under general
anesthesia. This study showed a polypoid fragile mass with
a thick edematous irregular mucosal surface starting from
4.5 cm above the carina and extending 2.5 cm distally. Histo-
pathologic examination revealed a lesion composed of an ad-
mixture of spindle cells with hyperchromic angulated nuclei
and cellular pleomorphism sometimes dispersed in herring-
bone configuration and chronic inflammatory cells including
plasma cells, lymphocytes, eosinophils and macrophages.
Areas of necrosis were also present (Figure 2, B). In IHC
studies, spindle cells were positive for vimentin, p53, leuko-
cyte common antigen, and weakly focally for smooth muscle
actin, but were negative for S-100, desmin, and cytokeratin.
Findings were consistent with a diagnosis of IPT with malig-
nant transformation.
Two weeks later, he was taken to the operating room.
Thoracotomy showed extratracheal extension of the tumorardiovascular Surgery c Volume 137, Number 3 747
Brief CommunicationsFIGURE 1. Computed tomographic scans. A, The arrow shows intratracheal lobulated soft tissue lesion. B, Fivemonths later, a lobulated soft tissue lesion in
the posterior aspect of the trachea with prominent extratracheal extension was observed (arrow).and involvement of the loose connective tissue surrounding
the trachea. However, the inferior vena cava, aortic arch, and
esophagus were intact. The involved area of the trachea with
a 10-mm safe margin was successfully excised. The right
pulmonary hilum was completely released through pericar-
dium. The trachea was mobilized and the continuity of upper
airways was obtained with such a procedure. Both light mi-
croscopy and IHC confirmed the malignant transformation
of IPT. During a follow-up period of 8 months, there was
no recurrence or distal metastasis.
DISCUSSION
IPTs are generally benign lesions that most commonly
arise from the lung but may involve nearly all sites of the
body. Despite predominant involvement of pulmonary pa-
renchyma, tracheal IPTs are uncommon. The etiology of
this tumor is unclear. Some investigators believe that this tu-
mor develops as part of a nonspecific inflammatory reaction
resulting from trauma, autoimmune reaction, or infection.
Histologically, IPT is characterized by benign spindle cell
proliferation in a myxoid and vascular stroma including
inflammatory components of lymphocytes, plasma cells, eo-
sinophils, foamy macrophages, neutrophils, and histiocytes.
Given their possible local invasiveness, tendency to recur,and marked cellularity, these tumors may be mistaken even
by experienced pathologists for neoplasms such as spindle
cell carcinoma, eosinophilic granuloma, fibrosarcoma, rhab-
domyosarcoma, infantile myofibromatosis, subtle mela-
noma, and possibly Hodgkin’s lymphoma. Difficult cases
such as infantile myofibromatosis and rhabdomyosarcoma
can be excluded using IHC stains with careful morphologic
assessment. Cytokeratin stain, S-100 stain, andHMB45 stain
are negative in IPTs.3 The local recurrences, distant metasta-
ses, clonal chromosomal aberrations, and even sarcomatous
progression described in a few reported cases suggest thema-
lignant potential of IPTs.5 Detection of P53 expression by
IHC could differentiate malignant neoplasm from benign le-
sion. In the presented case, the demonstration of a p53 muta-
tion clearly established the neoplastic nature of the tumor and
distinguished it from any nonneoplastic pseudotumor. Con-
servative surgery is the current treatment for IPT. Local re-
moval with a margin of normal tissue should be performed
to lower the possibility of local recurrence. Coffin and asso-
ciates7 found a recurrence rate of 25% for incomplete resec-
tion. Overall, aggressive behavior of the tumor is associated
with the tumor anatomic site and its proximity to vital struc-
tures, which compromise definitive resection. Radiotherapy
should be reserved as a choice treatment when surgicalFIGURE 2. Photomicrographs of tracheal specimen. A, Endobronchial polypoid mass with spindle cells in background of inflammatory cells including
plasma cells, lymphocytes, and histiocytes. This slide was prepared on October 2006 (hematoxylin and eosin; original magnification340). B, Five months
later, hypercellularity and mitosis were seen in the photomicrographs (hematoxylin and eosin; original magnification340). Necrosis was present at another
area of the slide, which is not shown here.
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Brief Communicationsintervention is impossible. Chemotherapy has shown no ben-
eficial outcome unless malignancy is present. The overall
prognosis for IPT is excellent. Most recurrences will arise
during the first year after initial therapy. Only a few reports
showed late-onset recurrences.
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Three-quarters of primary cardiac neoplasms are benign;
nearly half of benign heart tumors are myxomas, which
have an estimated incidence of 0.5 per million population
per year.1,2 Roughly 75% of myxomas originate from the
left atrium, and 15% to 20% originate from the right atrium.
Myxomas of the heart valves are exceedingly rare.1 Myxo-
mas may simulate infective endocarditis, but rarely are
they actually infected.
We report a case of a 12-year-old child with an infective
myxoma originating from the ventricular side of the anterior
mitral leaflet with a coronary artery embolism.
CLINICAL SUMMARY
A 12-year-old girl from a rural area of mainland China
with a 9-year history of recurrent intermittent fevers and
night sweats was admitted to our hospital on April 4,
2001. During the 9 years prior to admission, the girl was di-
agnosed with an upper respiratory tract infection each time
she developed high fever. This diagnosis was given because
no other positive evidence could be found, and the girl was
treated with empirical antibiotics. At the time of admission,
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however, she had maintained fevers as high as 103.5F
(39.5C) for 3 weeks. These fevers were unresponsive to
high doses of intravenous penicillin. Moreover, the patient
had developed severe dyspnea and lower extremity edema.
There was a III/6 soft, blowing, systolic murmur at the
apex on auscultation.
Neisseria lactamicawas isolated from blood cultures on 2
consecutive days, and an emergency echocardiogram was
obtained, which revealed a mass in the left ventricle attached
to the anterior mitral leaflet, with severe mitral regurgitation
(Figure 1).
FIGURE1. Transthoracic echocardiography in the 4-chamber apical view,
revealing a left ventricular mass (arrow) attached to the anterior mitral leaf-
let. LV, left ventricle; RV, right ventricle; LA, left atrium; RA, right atrium.
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